In 1970 the British mental health charity, the National Association for Mental Health (NAMH) announced a radical change of emphasis. NAMH was the leading charity organisation working in mental health at that time. It had been founded in 1946 as a major embodiment of what was known as the movement for mental hygiene, and an amalgamation of three of the movement's constituent organisations whose origins stretched back into the early decades of the twentieth century. By the end of the 1960s, however, NAMH had acquired a staid image as a 'twin-set-and-pearls' establishment organisation working in close alliance with psychiatrists and the government. During the 1960s it had increasingly struggled to respond to rapid social change. Added to this a series of hospital scandals broke around this time, contributing to a sense of crisis in the psychiatric system. NAMH responded by rebranding itself MIND and adopting the role of a consumer oriented organisation using rights-based terminology. 1 Critiques of MIND's activity during the 1970s and 1980s highlighted anti-psychiatry as an important influence and this has strongly influenced historiographical understanding. This article contends that the effect has been to occlude a fuller appreciation of transformations associated with the mental hygiene movement. Using newly available material, I build on my own work on the mental hygiene movement and combine this with the sociologist Nick Crossley's analysis For Pearson, anti-psychiatry offered a 'politics of socialisation' that exposed how under urban-industrial society 'the requirements of normality, conformity and reasonablenessin a word "mental health"' distorted human consciousness. Anti-psychiatry emphasised human freedom and choice, at the same time as it problematised authority and coercion. Its alternative programme has been summarised by Digby Tantam: 'Overcoming alienation by means of alternative therapy, self-help, the abolition of the distinction between professional and patient, and the levelling of hierarchy . . . '. 8 This article is divided into three sections. In the first, I summarise Nick Crossley's rendition of the trajectory of the mental hygiene movement and the impact of anti-psychiatry. In the next, I offer my own description of the mental hygiene movement and NAMH. This largely supports Crossley's, but draws attention to certain significant omissions and aims to deepen the analysis. In the third section, however, I explain how leading principles of mental hygienist therapeutic theory manifested a 'discursive transformation'. These can be understood as prefigurative of important elements in anti-psychiatry, but they must also, I argue, be recognised as offering a distinct conceptualisation of mental health and 'disorder'. In the final section I show how these principles were brought into an unstable coalition with wider elements of social critique under MIND.
Crossley's Schema in Relation to the Mental Hygiene Movement, and Anti-Psychiatry
Crossley's analysis of post-war SMOs focused on their dynamic and interactional relation, and the importance of discursive formation, diffusion and transformation. 9 It recognised the importance of the mental hygiene movement, as well as that of anti-psychiatry and civil rights.
Crossley noted that the mental hygiene movement emerged in Britain between the two World Wars and remained an important institutionalised movement throughout the post-war years until the turn of the 1970s. 10 He focused on NAMH, and its interwar precursor bodies: the Central Association for Mental Welfare (CAMW), the National Council for Mental Hygiene (NCMH) and the Child Guidance Council (CGC). For Crossley the mental hygiene movement could be characterised as both 'progressive' and 'conservative'. In his view the discourse of mental hygiene, advocated by NAMH and its predecessors expressed a middle-class bias along with associated moral and gender biases that 'tended to preclude the possibility of debate (and thus democracy in psychiatry) by virtue of their appeal to a realm of pre-established scientific fact'. 11 By this, Crossley appears to mean the restriction of debate within the field of psychiatry. But for Crossley the mental hygiene movement also expressed a 'progressive' aspect. He noted, for instance, that the mental hygiene movement placed a greater focus on 'environmentalism' challenging the attribution of mental disorders exclusively to organic causes, common among British psychiatrists. This is a shift that was particularly related to psychiatrists' and psychologists' experience of the Great War.
12 However, Crossley's main emphasis was on the movement's switch in emphasis from the terminology of 'sanity' and 'insanity' to 'mental health' and 'mental illness'. It promoted the full development of personality in the name of 'mental health' and this involved a nationally organised system of education, detection and early treatment. In the process, the movement sought a shift away from 'the old asylum system with its punitive, poor law associations' to a service oriented towards the community, out-patients' clinics and child guidance services. 13 Inherent in this was the promotion of associated professions of child psychiatry, psychology and psychiatric social work. Crossley convincingly argues that while the mental hygiene movement's 'goal of improving mental health and reorienting services away from illness towards health' was not fully accepted in psychiatry, or wider society, it nevertheless amounted to a 'paradigm shift'. The mental hygiene movement shifted the overall conceptualisation and orientation of the psychiatric system.
14 From the interwar period, the government accepted the mental hygienist call for early treatment and the associated need for attitudinal changes in the wider public.
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However, one of the ironic effects was to contribute both to an 'elevation of expectations' that remained unmet, and a wider questioning and debate about the psychiatric system. In Crossley's terminology, this created 'strain' within the 'psychiatric field of contestation' and encouraged the emergence and engagement of other SMOs within the psychiatric field of contention; first the National Council for Civil Liberties (NCCL) during the 1950s, and later an 'anti-psychiatry' movement.
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The NCCL was the earliest post-war SMO to enter the field in antagonism with psychiatry and the mental hygiene movement. Crossley notes that the well-established civil rights discourse provided the organisation, mobilisation and 'discursive elaboration' required to turn 'strain' within the field of psychiatric contestation into active campaigning for reform.
17 NAMH adopted a 'conservative' stance, 'reducing critique to ignorance' of psychiatric expertise. 18 Crossley claims that 'there was little that was new in these debates' but that the later anti-psychiatry movement set in train a 'paradigm shift in the wider campaigning culture'. After anti-psychiatry 'nobody could carry on as before'.
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The mental hygiene discourse appeared outmoded. NAMH could not shift its stance to the extent of adopting the agenda of anti-psychiatry. Instead it 'embraced a civil rights discourse'.
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Mental Hygiene: 'Adjustment', 'Familial Relations' and Democracy
As Crossley argues, the mental hygiene discourse grounded its agenda on a claim to established scientific fact. Through this, it foreclosed debate and therefore ruled out 'democracy in psychiatry'. This contention needs, however, to be explicitly integrated Ibid., 94. 18 Ibid., 98.
19
Ibid., 96, 122-3. 20 Ibid., 136, 138--9.
with the fact that the mental hygienist agenda also actively operated against any wider advocacy of egalitarian participatory democracy in society. The mental hygienist theorisation of the need for 'mental adjustment' and associated attention to familial authority relations appears central to this aspect of the mental hygiene discourse. I elaborate this below. Two interacting theoretical discourses can be isolated as primarily informing the movement when it became institutionally established in Britain between the wars: a theory of instincts drawn from 'the new psychology' of the early twentieth century, 21 and psychoanalysis along with its various popular reformulations. The first emphasised that primitive instincts and their accompanying emotions were basic impulses of human behaviour. 22 The second attended to unconscious motivations within the mind. In combination these theories propounded the need to deal with the emotional aspects of the mind. Emotions underlay humans' dynamic growth and 'adjustment'. They could not simply be suppressed. The ability to understand how emotional experience was a necessary component of mental development was conceived as rational, scientific and more humane. The mental hygiene movement explicitly promulgated its scientific credentials. As the psychologist Cyril Burt, a member of the NCMH, stated it in an early 1930s radio broadcast:
Modern civilization is based upon science; and it is our belief that, if that civilization is to continue, scientific thinking must be applied to man as well as to inanimate nature. The methods that have revolutionised agriculture, industry, medicine and war, must be adopted for the study of ourselves-of the individual, the family, the nation and the race. 23 Such a scientific approach was considered, by definition, to combine the potential for greater human happiness and greater societal efficiency. The aim was that a person should 'learn how to govern his instincts so as to avoid conflict in his own mind and conflict with his neighbours'. 24 While contemporary Western society was, for mental hygienists, a manifestation of progress, it also carried with it possibilities of destabilisation and even regression. Mental hygienists concerned themselves with societal cooperation and regulation in the face of concerns about the effects of industrialisation, commercialisation, increasing urbanisation and the emergence of popular politics. But while mental hygienists recognised the stress and complex social pressures that modernity had brought with it, their main focus was on some people's failure, as they saw it, to adjust to these appropriately. In the early 1980s the sociologist David Armstrong provided an influential account of how, in the early decades of the twentieth century, 'the medical gaze' shifted from locating disease in bodies and specific locations to tracking it in the interstices between bodies. He detected an extension of this gaze to mental troubles, from around the Second World War. 'Mental instabilities' began to be conceived as actually manifest in relationships themselves. 28 Reconfigured approaches along these lines, emerging in the discipline of psychoanalysis, were particularly closely associated with mental hygiene. The psychoanalyst Joseph Schwartz has described these as the beginnings of a 'paradigm shift' in psychoanalysis. The classical understanding of an internal psyche seeking tension reduction through the satisfaction of desires was transformed by the gradual elaboration of a theory of personality conceived in terms of the need for human relationships.
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These transformations had wide ramifications. For example, Chris Millard has recently traced them to a shift in the psychological conceptualisation and treatment of self-harm in Britain.
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For mental hygienists the family lay at the root of social order and stability. Maurice Craig, the President of the NCMH, wrote, 'Mental hygiene has its beginning in the home. Family life is the basis of all social order, and everything must be done to make the units which compose it harmonious and stable'. 31 The psychiatrist and mental hygienist, R. D. Gillespie, wrote that, 'the family environment is literally of immense importance for psychopathology and the understanding of people whether as healthy beings or as morbid, fearful, hysterical individuals'. 32 Mental hygienists foregrounded, in particular here, the importance of personal relationships of authority. It was through these that the movement sought the development of a stable, integrated self, safely situated in a stable, integrated, and yet progressive, society. Emanuel Miller, a leading psychoanalytic psychiatrist in child guidance, wrote of the family's intimate relations of authority that, 'It is the gentleness, the regularity and the firmness of these rules which give to the young human being the first pattern of order and law'. 33 A child needed to develop through personal relations of authority without being made either 'ultra-suggestible' or 'a rebel against all authority'.
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Mental hygienists' rendition of the modern individual was of someone who, through adequate mental development, had become rationally marshalled, and was able to take this balanced mental authority with them into the wider social order. Internally balanced and adjusted, it would readily acquiesce in the modern authority relations necessary to the balance and progress of wider society.
The mental hygiene agenda cut across notions of the body politic comprising a social contract, and addressed both the extent and contents of citizenship. 35 Mental hygienists'
concern for the progressive development of both individual minds and society entailed more emphasis on a differentiation of social status and function according to mental ability and personality integration, and less emphasis on the coming together of equals implied by the notion of a social contract. Many mental hygienists explicitly expounded the need to accord social status with intellectual capacity. 36 Some, such as Cyril Burt and
Hugh Crichton Miller explicitly questioned whether political democracy should be amended on the basis of individuals' intellectual capacity. 37 Similarly, mental hygienists' concentration on familial authority relations shaped, for example, their attention to the problem of the 'misfit' in employment. They believed vocational misfits could be the result of an intelligence or temperament wrongly placed, or be the product of earlier faulty relations in the family creating emotional maladjustments. The 'misfit' was closely associated with industrial problems. Implicitly focusing attention on workers rather than employers, Maurice Craig, propounded that, 'Maladjustments of individuals cause great social and industrial problems, and it is necessary to understand these both in the interests of the manual worker and those who employ them'. 38 Gillespie connected both the psychological interpretation of square pegs in round holes and the conviction that mental maladjustment resulted from faulty authority relations in the family, with 'industrial problems' and political dissent. He wrote that, from the collective aspect a group containing a large proportion of defective and emotionally unstable persons is a menace to industrial peace. It has been shown that even among normal people in employment who have monotonous tasks to perform hour after hour, day after day, mental activity consists mainly in discontented thoughts, rumination over supposed injustice regarding pay and promotion and other conditions of work. A state of mind of this sort is fertile soil for the agitator of political and economic discord. 39 Likewise, other mental hygienists attributed industrial strikes to the consequences of faulty parental authority among the working classes and similar reasoning was applied to wider political conflict.
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Crossley maintains that mental hygienists' claim to scientific authority foreclosed debate and inhibited 'democracy in psychiatry'. But, clearly as well, the intellectual and class bias inherent in much mental hygienist theorising operated against democratic and egalitarian claims within wider society. It is clear too, that this mental hygienist programme was a forthright rendition of much that anti-psychiatry renounced.
Crossley maintains that there was nevertheless a 'progressive' aspect to the mental hygiene agenda: its promotion of mental health and the early treatment of mental disorders. Through this the movement influentially promoted changes to the form of psychiatric organisation, with clinics and services based in, and oriented towards the community, and the establishment of associated professions. Certainly, mental hygienists were successful in gaining governmental support and Crossley's assertion that the mental hygiene movement's agenda resulted in a paradigm shift is persuasive.
Mental hygienists succeeded in influencing the 1926 Royal Commission on Mental Disorder to the extent that the objectives which informed the Commission were accepted as public health, mental hygiene, national efficiency and social reconstruction. 41 The keynote of the future', asserted the Commission, 'should be prevention and treatment'.
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Yet the voluntary patient status that was proposed by the Commission (and enacted in limited fashion under the 1930 Mental Health Act) was not intended as recognition of the freedom of patients to decide whether to enter or leave hospital in their own interests. As Clive Unsworth noted, it served to reduce the penal character of entry to mental hospital at the same time as it promoted a notion of social responsibility to submit to public health measures necessary to the interests of the community as a whole. 43 The hope was to encourage people suffering mental stress to submit to early treatment. Mental hygienists considered child guidance clinics central to providing comprehensive mental hygiene for the community. 44 Yet child guidance clinics discriminated against 39 Gillespie, 'Mental Hygiene as a National Problem', 5. treating children considered 'mentally deficient'. A judgement that they were 'deficient in intelligence' also deemed them unable to benefit from the psychological treatment others received for emotional difficulties. Child guidance also commonly expressed a gender bias. For example:
The mother is the centre-piece of the family when it is a matter of describing the family neurosis, but it is to the father we must look when it comes to prognosis and treatment. He more than anyone else will have an effective influence on his wife and children if we can release his normal masculine impulses. He will then encourage what is normal in his wife, but even more important is the influence which he will bring to bear directly on his children. He will make his daughter proud and happy in her femininity and give his sons an example they can follow with pride.
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Nevertheless, as Crossley emphasises, the mental hygienist attempt to shift the form of psychiatric organisation, from isolated mental hospitals to a nationally integrated system that included child guidance and out-patient clinics, was significant among the 'successive rounds of reform of psychiatry in the 1930s and 1950s'. He is surely right, as well, that an unintended effect was to elevate expectations which remained unmet, and promote wider debate and criticism of the psychiatric system. This lead to the entry of the National Council for Civil Liberties (NCCL) into the 'psychiatric field', and the later emergence of 'anti-psychiatry'.
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I concentrate in the next section, however, on how a 'discursive transformation' developed in the content of the forms of psychiatric organisation that the mental hygiene movement promoted. The therapeutic principles developed by the mental hygiene movement had, as we have seen, foregrounded the importance of familial relations of authority. Within this they had prioritised emotional experience and expression as crucial components of 'mental adjustment'. Emotionality needed to be understood, nurtured and accommodated in the interests of a concept of 'mental health' conceived in terms of good citizenship and 'social efficiency'. An important aspect of this nurture and development was commonly referred to as a need for 'emotional security'. I explain how an understanding of the impact of this terminology enables an appreciation of the discursive transformation that appears to have taken place at the level of therapeutic theory, and (to a certain extent) practice.
Mental Hygienist Therapeutic Principles and 'Discursive Transformation'
Speaking at a 1957 NAMH conference on 'The Maladjusted Child', the psychiatrist and leading mental hygienist, Kenneth Soddy, told his audience that a doctor friend of his had sent him a cutting from the 'New Yorker':
The picture shows a psychiatrist talking to the mother and very glum-looking child. Underneath is the caption: 'Mrs Minton, there's no such thing as a bad boy. Hostile perhaps. Aggressive, recalcitrant, destructive, even sadistic. But not bad.'
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But Soddy did not disavow this caricature. In fact he remarked, 'Now I happen to believe that so firmly that I have pleasure in passing it on to you today.' The root of the caricature and of Soddy's refusal to distance himself from it, was the mental hygienist concern with 'emotional security' as the central factor of satisfactory mental adjustment from infancy. Modern parents needed to recognise that their authority, in its manifestation as care and discipline, must be tailored to the child's individuality and its need to pass successfully through maturational stages. Parents must listen to emotionality in terms of the developmental stages that it displayed, and tailor their authority accordingly. Behavioural issues were often ascribed, by mental hygienists, to emotionally insensitive relationships, and understood as inappropriate but emotionally communicative responses. A rationally marshalled and emotionally integrated individual could only satisfactorily develop if the child experienced emotionally secure relationships in the family. So, for example, as the psychoanalyst Mary Barkas put it in 1932, 'With this emotional relationship and arising from it comes the dawning of a sense of guilt, and it depends largely upon the adult whether this relationship is wisely or unwisely utilised'. 48 And as the psychiatrist Denis Martin put it in the 1960s, 'the emotional security of the child in terms of being consistently loved, accepted and allowed to grow seems to be the crucial factor'.
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There is an emphasis on cognitive development in this characterisation that is important. Mental hygienists had drawn a line of distinction marking off those people considered constitutionally unable to benefit properly from this intimate and receptive family environment. 50 The basis from which the concern for emotional security had developed was a belief in progress, understood as the twin development of societies and of individual minds. People designated mentally deficient were considered the failures of this process, for them a mental deficiency system had been constructed that used different conceptions of care and control. Outside of the mental deficiency system, however, the mental hygienist concentration on 'emotional security' provoked a cluster of responses that acted both to undermine the foundations of the mental hygiene strategy, and inform the emergence of the rights approach of MIND. A concise way into the issues is to look at the mental hygiene movement's response to the Curtis Committee on the Care of Children Deprived of a Normal Home. This was set up by the government in 1945 in response to concerns about children's institutional care largely raised by the wartime evacuation. Early in the war the CAMW, NCMH and CGC, had integrated their work and become involved in the evacuation measures. They set up a nationally coordinated scheme to oversee social and psychological issues. Working with central and local government, they helped organise and provide advice for wartime hostels, residential nurseries and already existing Public Assistance Homes. On the basis of this work they compiled a memorandum of evidence to the Curtis Committee.
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This report made clear that the aim of all childcare must be to enable the child to achieve a healthy maturity. In accordance with all mental hygienist child care theorising, it maintained that any upbringing outside the biological family was necessarily handicapping to the child. It therefore recommended that all institutional settings must aim to compensate for this as much as possible. A child should be provided with a close, continuous and trusting relationship with a caring adult. Day to day life should be in small groups of mixed ages, with the opportunity for freedom and diversity in occupations, possessions and leisure.
The promotion of these principles was accompanied by a critique of prevailing institutional provision for children. The report exposed the fact that life in large groups promoted disturbances in development and mental health ranging from bed-wetting, to emotional disturbance and anti-social behaviour. Hospital-like regimes were criticised for their over-concern with personal hygiene, cleanliness and efficiency, as well as an excessive requirement for order and control. Most regimes were considered insensitive to the needs of children's emotional development, thus distorting them and creating maladjustment. The report maintained that 'culture is not imposed by lessons . . . but by the feelers a child puts out to draw them into himself'. 'Children, like adults', it remarked, 'need to be able to reject or turn down what is offered them.' Staff's sensitivity to the dynamics of children's emotional lives therefore came under scrutiny. They should avoid arbitrary authority or placing an exaggerated importance on their position. There was an implicit concern here to diminish differentials in status between children and staff, and also to some extent between staff themselves. The centre of practice was to be an appreciation of children's on-going need for affection and emotional security. The report stated bluntly that it was only children who had become passively conforming and isolated from secure emotional relationships who appeared to accept typical institutional life.
The mental hygiene movement did not, however, consider the principles outlined in this report to be relevant to mentally deficient children in institutions. However, during the early 1950s psychologists later associated with NAMH began research that applied mental hygienist ideas on emotional development and institutionalisation to detained mentally deficient people who were categorised 'feebleminded'. 52 Crossley's schema suggests that the intrusion of a civil rights discourse, through the campaigning of the such as the Spastics Society and the National Autistic Society, presumably because they do not appear to be directly related to mental health and mental illness. However, all of these groups impacted on both NAMH and the wider psychiatric field. In any case, the fundamental issues that informed NAMH's psychotherapeutically inspired principles regarding 'normal' child development also informed mental hygienist ideas regarding residential care and treatment for children and young adults already diagnosed 'emotionally maladjusted'. 56 Their maladjustment was considered to be largely a product of earlier inappropriate authority relations of care and discipline. Emotional security had been lacking. Consequently their emotional development had been warped and retarded. Therefore these young people were often considered by mental hygienists to require greater toleration and freedom than normal because their relationship with authority had already become distorted and antagonistic. They needed the freedom to 'regress' and 'work through' these distorted stages of development. Although the shared principles with NAMH's report on institutional care for other children were more radically interpreted regarding residential treatment for 'maladjusted' children, they can nevertheless be summarised: The child's experience is, in principle, considered to be central in deciding whether personal relationships and institutional provision are acceptable. 57 Freedom and choice are not seen as the products of training, discipline or treatment. The mental hygiene movement favoured and indeed sponsored the concept of selfgoverning communities as particularly applicable to the young people they considered emotionally maladjusted. 58 As early as the 1920s and 1930s, the mental hygiene movement had supported experiments with self-governing communities. In 1924 an experiment at the Leytonstone Poor Law Homes for Children had significant input from members of the Tavistock Clinic. In the 1930s mental hygienists had also been closely involved with a self-governing community experiment in Essex. 59 Mental hygienists' involvement here resulted in later support for the development of the therapeutic community concept. This included the famous Second World War experiment at Northfield hospital for military psychiatric casualties under the auspices of J. R. Rees, the head of the Tavistock Clinic and his 'Tavi Brigadiers'. 60 It also included attempts to reform and rejuvenate mental hospitals in the 1950s and 1960s. 61 Among the latter were T. P.
Rees' influential advocacy of the concept of the therapeutic community at Warlingham Park Hospital, and D. H. Clark's equally influential development of the concept at Fulbourn. These psychiatrists were closely involved with NAMH, as was Russell Barton, whose concept of 'institutional neurosis' had an associated impact.
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The extension of such approaches, from children and young people to adults, mirrors the way in which the psychotherapeutic principles on which they were based penetrated throughout all mental hygienist areas of activity. Through the prioritisation of emotionality and its relational components it became a commonplace among post-war mental hygienists that a core feature of all mental disorders was a failure to sustain human relationships. 63 Not only did this call into question environments based on hospital-like regimes for physical illness, it also disrupted those medical models of mental illness that considered it only as an internal disease process. In child guidance this concentration on emotionality and its relational aspects had paradoxical effects. It was common for interwar mental hygienists in child guidance to attribute maladjustments in children to the faulty behaviour of parents. 64 that child guidance signalled, from an overtly moral terminology of correct discipline and training to such medical terminology as patient, diagnosis and treatment, paradoxically entailed a disruption of the straightforward designation of 'the patient'. This increasingly became understood in terms of maladjustments of the family being 'projected' or 'funnelled' into the child. This same style of thinking, with its emphasis on 'projection' and funnelling' of symptoms within a relational milieu, became a classic of therapeutic community theorising, and later of anti-psychiatry. In associated fashion, psychiatric social workers argued that diagnosis and treatment could not in fact be separated. 65 Others, such as the psychiatrist Jack Kahn, emphasised that diagnostic concepts and pathogenicity were of a relative nature. 66 Others simply placed less attention on diagnosis. At a NAMH hostel run on self-governing lines, clinical descriptions were considered 'meaningless for practical purposes'. 67 Meanwhile, psychiatrists and social workers associated with an early mental hygiene community treatment scheme that included significant numbers of people previously diagnosed psychotic or mentally deficient, maintained that this type of therapeutic approach must resist dealing with people as 'types'. 68 These attitudes were often associated with a concern to avoid relationships that were considered authoritarian and therefore anti-therapeutic. 69 The psychiatrist Martin James, for example, who served on NAMH's consultant medical panel throughout the 1950s, summed up the 1965 Child Guidance Inter-Clinic Conference by voicing such concerns. He felt that psychologists and doctors were trained to see people as machines, which desensitised them to emotionality, but social workers' training enhanced sensitivity and therefore avoided authoritarian interventions. 70 So the principles of care and treatment, founded around the importance of emotional security, associated mental health with the attainment and sustainment of emotionally literate inter-personal relationships. At its heart this contained scepticism towards authority commands and relationships. From this, there developed a critique of prevailing institutional provision, and destabilisation of a medical model based on physical illness. Freedom and choice became increasingly considered part of the means of therapy and not just its intended result. Associated consequences were an emphasis on more open communication, a blurring of the distinction between the pathological and the normal, misgivings about the relevance and impact of diagnostic labels, and some questioning of professional roles and training.
These principles and associated effects are evident across the areas of mental hygienist activity. They served to weaken the movement's conceptual foundations. But their expression was uneven, and often inconsistent and superficial. This was largely due to the fact that they were in contradiction with the movement's overall agenda. Under this agenda, mental health was equated with the notion of a rationally marshalled individual, imbued through adequate intellectual capacity and appropriate familial authority relations, with a stable internal authority that readily acquiesced in the authority relations necessary to the community's balance and progress. An emphasis was placed on differentiation of status and function according to mental ability and the integration of personality. Behaviours associated with 'social problems' were largely related to intellectual incapacities or failures of adequate emotional development consequent of inappropriate familial authority relations. Consequently, social, economic and political inequalities were subordinated under this rendition of individual and social 'mental health', and indeed often attributed to the same individual and familial issues.
Mental Hygiene, Anti-Psychiatry and MIND's Critique of Psychiatry For Crossley, the anti-psychiatry movement that emerged in the 1960s set in train a 'paradigm shift in the wider campaigning culture'. The mental hygiene discourse appeared outmoded. NAMH could not shift its stance to the extent of adopting the radical agenda of anti-psychiatry. Instead it became a 'representative of the civil rights movement/discourse'. 71 However, I believe that the relevance of anti-psychiatry to MIND is thrown into a new light once placed alongside the mental hygiene agenda and the 'discursive transformation' I have described. The mental hygienist agenda was paradigmatic of the 'psychiatricisation of social problems' described by Pearson, and its general equation of 'adjustment' with mental health a clear target of anti-psychiatry's 'politics of socialisation'. As Pearson noted:
When medicine inserts itself into an understanding of social disorder, as it does in the medical model of deviance, it expresses an ideology of social order as a natural phenomenon. Conformity-rather than being viewed as a social accomplishment-is elevated to the status of 'health'.
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But, as I have argued, influential therapeutic principles developed under the mental hygiene movement constituted a 'discursive transformation' of the contents of care and treatment. These principles are clearly echoed by anti-psychiatry: the emphasis on freedom and choice as part of the means of therapy, the associated attention to 'open communication', reduction of rigid hierarchy and regimentation, the denouncing of unreflective staff attitudes, the blurring of distinctions between the pathological and normal, and misgivings about the impact of diagnostic labels. Yet their emergence under mental hygiene is distinct from anti-psychiatry. Indeed, given that anti-psychiatry revolted against the insertion of the 'medical model' into 'social problems' it is paradoxical that it was this very intrusion of medical terminology into child guidance which placed the straightforward medical designation of the 'patient' in doubt, and along with it the traditional medical understanding of diagnosis.
The discursive transformation that emerged under the mental hygiene movement was in contradiction with the movement's overall agenda, and weakened its conceptual foundations. In combination with the pressures of anti-psychiatry and wider elements of social critique it contributed to the mental hygiene movement's collapse. But I show now how 71 Crossley, Contesting Psychiatry, 95. 72 Pearson, Deviant Imagination, 48.
Discursive Transformationthe principles of care and treatment that had emerged were continued and extended in an unstable incorporation under MIND. While there were clearly affinities with anti-psychiatry, I show their distinctiveness by highlighting how MIND incorporated and radicalised these principles regarding people then termed 'mentally handicapped' (previously 'mentally deficient'). This is significant because anti-psychiatry paid little attention to 'mental handicap'.
MIND's activity under the directorship of Tony Smythe, the ex-head of the National Council for Civil Liberties, has been commonly depicted as a radical break with the organization's history through the adoption of a civil rights discourse. 73 As I have noted, antipsychiatry was highlighted as an important influence. MIND's approach has generally been characterised as framing the treatment of mentally ill people in terms of the deprivation of liberty. 74 It has also been portrayed as asserting an associated 'right to be different' outside of psychiatric control or coercion. 75 One clear way into this is by looking at MIND's 1978 written evidence to the Minister of State for Education and Science on corporal punishment in schools. Written by the psychiatrist Anthony Whitehead and Maurice Rosen, a general practitioner, this began in classic civil libertarian fashion: 'Everyone has been protected against assault and battery by the state, except the child attending school.' 76 But its opposition to corporal punishment displays precisely the therapeutic principles that we have seen informed the mental hygiene movement. 'All children need love and security' it emphasised. This should ideally come from the child's parents or substitute parent figures. 77 But, since children spent such a large part of the week at school, teachers were inevitably an extension of the home and their attitudes significantly affected children. MIND's evidence noted that corporal punishment was applied for various reasons but especially disobedience, insolence or aggression. It argued that children who behaved in these ways had not 'developed effective control over their impulses'. They came mainly, it considered, from homes 'with little love and security'. The children were left feeling un-loved and rejected. They often responded with a 'swaggering independence' expressed in anger, aggression and 'lack of concern for others', or a 'passive submission to authority'. Children from loving homes, it argued, had in contrast learned to 'control their anger and use it constructively. 78 Given these facts, the memorandum argued, it was vital that the teacher either adopted the parent's loving role or compensated in some way for those parents who didn't do this. At school, MIND argued, the, 'intelligent, healthy, well-adjusted, attractive child tends to receive recognition, but in contrast the intellectually slow, emotionally deprived, or disturbed child gets little, if any, in spite of his or her greater need'.
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Clearly MIND's rights approach did not simply dismiss issues of socialisation in the name of a straightforward civil libertarian call for protection from assault. Clearly, as 73 For example, Kathleen Jones, Asylums and After: A
Conclusion
It is the issue of authority and its relation to mental health and therapy that substantially informed MIND's continuities with the mental hygiene movement and its break with it. The mental hygienist psychotherapeutic examination of authority and reinterpretation of it in relation to mental health resulted in a 'discursive transformation' that was in contradiction with the movement's overall programme. This transformation did not simply establish a new relation between authority and those subject to it. It placed an emphasis on tailoring authority commands and relations to a perceived need for emotional security and self-expression, in the interests of mental health. This engendered an emphasis on greater freedom and egalitarian relations in care and therapy. Along with a suspicion of doing things to and for reluctant or passive people, this encouraged critiques of institutional care and the prevailing medical model, along with calls for more open communication.
While there are affinities with anti-psychiatry, this discursive transformation in the principles of care and treatment is recognisably distinct. Crossley is surely right that antipsychiatry was too radical to be adopted by NAMH when the programme of mental hygiene as a movement began to fall apart. But given Crossley's valuable representation of the interactional and processual nature of SMOs, it is ironic that this view implies only a set of binary choices for NAMH: civil rights or the 'too radical' anti-psychiatry. Crossley's terminology of discursive formation and transformation in fact allows for the kind of examination of mental hygiene that I have presented here. An appreciation of this transformation allows for a more nuanced picture of the relevance of anti-psychiatry to be constructed.
MIND's approach was not some simple attempt to posit individual liberty against psychiatric control and coercion, nor was it a straight-forward civil rights call for protection from assault. Important strands of its approach were consistent with the discursive transformation I have described. Under MIND, the principles of this discourse were taken up and brought together in unstable coalition with wider elements of social critique. The mental hygienist association of 'social problems', such as 'industrial unrest', delinquency or truancy, with the working classes-and its reduction of them to disturbances within the family-was thrown off. So too, was its hierarchical societal image associated with intellectual capacity and emotional 'maturity'. Social problems were now more closely related to social, economic and civil inequalities, and welfare services that disregarded these factors. Freedom and choice were no longer considered simply the aimed for results of treatment. Nor were they now to be retained at the level of therapeutic technologies. They were intrinsic elements of the development of mental health and its maintenance in a much wider sense. Such an unstable coalition could not last. But, no doubt, the interactions and processes of its demise are equally complex.
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